The PRESIDENT said that for cases of limited localized lupus, diathermy answered very well, in his experience. He was less sure as to the value of its action when the condition was widespread. PATIENT, a boy, aged 3 years and 9 months. September 2, 1929, first day of illness, temperature rose to 1010. Family doctor diagnosed intestinal toxamia and ordered castor oil. Child was obstreperous when castor oil was being administered and banged his eye on the cup. September 3, 1929.-Left eye proptosed and fixed and both upper and lower lids were cedematous. An ophthalmologist was consulted, who questioned as to possibility of sinusitis, but was told by patient's father (a laryngologist) that nose was normal. September 4.-The ophthalmologist (Mr. Fison) suspected presence of pus and explored orbit through conjunctiva, but no pus was found.
September 5.-Eyelid of right eye became cedematous. Fundus of left eye showed papillitis and dilated veins and a skiagram showed pansinusitis of left side.
The history was then reviewed and the child's nurse reported that he had complained of face-ache on the day preceding the commencement of the illness, and it was remembered that he had a slight watery discharge from the left nostril and left eye.
Operation (same day).-Patient was anesthetized and I raised the left middle turbinate. Pus filled the nose, and I then removed the left-middle turbinate and opened the sphenoidal sinus and also opened the maxillary sinus intranasally. September 6.-Temperature normal. General condition good. September 8.-A brawny swelling appeared on the inner half of the lower eyelid. The ophthalmologist said that the eye was displaced upwards, and that he could not see the optic nerve; the whole fundus was cloudy. I therefore made an external incision at the inner angle of the orbit and found a large abscess with a dark-coloured perforation of the inner orbital plate. I made a wide opening into the nose and inserted a drainage tube into the orbit. The child quickly recovered, though there still remains an cedema of the lower eyelid.
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The remarkable features of this case were the absence of marked pain and the fact that toxa3mia was the first feature noted. The cedema of the opposite eye made one suspect sinusitis. A skiagram was of value; and that it should be from the case of a child aged 3 years 9 months agrees with the experience of other writers.
It is well known that exophthalmos may be the first sign of an ethmoiditis in children. Congestion of the orbit, due to ethmoiditis, produces exophthalmos, chemosis and cedema. Limitation of movement, dilatation of the veins of the fundus and diminution of vision ought to make one think of an abscess.
Retro-orbital Abscess Secondary to Acute Etimoiditis. (Mr. Thacker Neville's Case.
Discussion.-Mr. W. STIRK ADAMS asked for further details about the fixation of the eye, -because in a recent case fixation of the eye plus central proptosis was diagnosed by an opbthalmologist as an intra-orbital condition. Was the proptosis in this case absolutely central? It was important to know whether central proptosis could occur as the result of subperiosteal abscess on the ethmoidal side.
Dr. J. ALDINGTON GIBB said that sometimes proptosis had no connection with cedema, but it was due to paresis of ocular muscles. Sometimes the eye was pushed on one side owing to strabismus. Often proptosis was due to Tenon's capsule becoming inflamed. In a case of proptosis without cedema of the eyelids, he did not think one was justified in conecluding that the condition was either orbital cellulitis or suppuration.
With regard to operative procedure, each case must be approached by selection. In the severe cases external approach was usually to be preferred. The milder cases might be attacked by the intranasal route.
Sir STCLAIR THOMSON said that Professor von Eicken appeared to treat such cases surgically by passing through the os planum of the ethmoid into the orbit. That seemed to him (the speaker) a perilous way of approach, and he would think if there was a retro-ocular abscess it would be safer to open it from the outside.
Mr. E. CRAIG DUNLOP said he had had a series of these cases, and in many of them the os planum was already perforated, and there was no need to make a hole. They could be successfully drained by the intra-nasal route. Displacement was not reliable from the diagnostic point of view. Sometimes there was lateral displacement of the eyeball, sometimes forward only. The results of drainage by the intranasal route were good. In one of his cases he had removed some orbital fat, which was protruding through a hole in -the os planum, and of course through the periosteum as well.
Dr. J. S. FRASER said that all cases of acute proptosis werc not due to sinusitis. Recently in hospital he had seen a case of proptosis sent over from the Ophthalmological Department with the eye proptosed. The swelling appeared to be behind and to the outer side of the eyeball. The eye specialist thought it was an orbital complication of nasal sinus trouble, but there was nothing wrong in the nose. Transillumination of the frontal and maxillary sinuses was favourable, and radiography in every direction showed healthy sinuses. Dr..Logan Turner saw the case with him, and agreed that nothing wrong was to be seen in the nose by rhinoscopic or radiographic examination. He (Dr. Fraser) only learned the day before he left that the Wassermann reaction was positive; it was probable that there was ;some gummatous infiltration at the back of the orbit.
Mr. W. S. THACKER NEVILLE (in reply) said that the abscess was between the periosteum and the os planum and the fixation of the eye was probably due to caedema. The temperature was raised on the first day and on the next day the eye was proptosed, but there was no strabismus. The ophthalmologist had no difficulty in seeing the optic nerve each day, and no displacement of the eye was reported until the seventh day, when a brawny swelling of the lower eyelid appeared and the eye was displaced upwards so that the optic nerve could not be seen. It was then decided to perform an external operation. POSTSCRIPT (December, 1929 complaining of a cough, which continued almost incessantly. He bad been expectorating liver-like substance with streaks of blood for three or four months, and one hour after eating he vomited. He used to weigh 11i st., and then weighed 10 st. 10 lb.
On examination the larynx was normal. A rubber tube passed into the stomach without any obstruction and so a skiagram was taken. This showed atelectasis of the right upper lobe. On July 29 I passed a bronchoscope half an hour after the administration of morphine hydrochloride gr. i, with atropine gr. -#and the cocainization of the larynx. At the entrance of the right bronchus I found a tumour, which moved with respiration. After withdrawing the bronchoscope the patient coughed up a large piece. On section this was reported to be an oat-celled carcinoma, and on July 30 I injected both lungs with lipiodol, and found that the lipiodol did not pass into the upper right lobe. I then procured a 50-mgm. tube of radium from Dr. Gamlen, of Newcastle, and inserted it into the right bronchus. This resulted in atelectasis of the whole right lung as seen by X-rays. The patient was relieved to a great extent of his cough, but rapidly lost flesh and died three weeks later.
The patient's symptoms were cough, dyspneea, expectoration, hmmoptysis, loss of weight, and fever, and so one sees how easily one could diagnose such a case as
